A mong 117 patients with pulmonary embolism (PE) and no prior cardiac or pulmonary disease who participated in the National Heart, Lung, and Blood Institute Prospective Investigation of Puhnonary Embolism Diagnosis (PIOPED) study, combinations of clinical characteristics were identified that were present in nearly all in whom the diagnosis of PE was made. ' We now assess these as well as additional combinations of characteristics in the entire population of patients with acute PE who participated in PIOPED, irrespective of the presence of prior cardiopulmonary disease.
A mong 117 patients with pulmonary embolism (PE) and no prior cardiac or pulmonary disease who participated in the National Heart, Lung, and Blood Institute Prospective Investigation of Puhnonary Embolism Diagnosis (PIOPED) study, combinations of clinical characteristics were identified that were present in nearly all in whom the diagnosis of PE was made. ' We now assess these as well as additional combinations of characteristics in the entire population of patients with acute PE who participated in PIOPED, irrespective of the presence of prior cardiopulmonary disease.
The eligible population consisted of patients aged 218 years in whom acute PE was of diagnostic concern. Symptoms suggestive of PE were required within 24 hours of entry into the study.2 The PIOPED study consisted of 2 groups. In 1 group, patients who consented to participate in the investigation were obligated to undergo pulmonary angiography if their ventilation/perfusion scans were abnormal. There were 251 patients with acute PE in this arm of the PIOPED study in whom the diagnosis was made by angiography.2 There was a second group in the PIOPED study which was not described in the PIOPED report. This group included patients who by random sample were not selected for sensitivity and specificity analyses of their ventilation/perfusion scans, and who, therefore, were not obligated by protocol to undergo angiography if their ventilation/perfusion scans were abnormal. Also in this group were patients who refused mandatory angiography and, therefore, refused to participate in the first arm of the study. However, many of these patients underwent diagnostic angiography at the request of their attending physicians. There were 132 patients in this arm of the study who had PE diagnosed by angiography. The present investigation reports the clinical characteristics of acute PE in the 383 patients with acute PE who were in either arm of the PIOPED study. Comparisons were made with 843 patients in whom suspected PE was excluded, either by angiography (677patients) orfollow-up and outcome classification (166 patients).
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The method of outcome classification has been described.2
Chest radiographs were obtained within 24 hours of angiography in all patients. The partial pressure of oxygen in arterial blood (PaOj), with the patient breathing room air, was measured within 24 hours before the diagnostic pulmonary angiogram in 280 patients with and 624 patients without PE. Detailed methods have been reported.2
A chi-square with Yates' correction was used to compare the prevalence and distribution of clinical features. Because of the large number of comparisons made in this analysis, p values tend to exaggerate the statistical significance of observed differences. Comparisons of continuous variables were made with a Student's t test. Data were analyzed at the Henry Ford Heart and Vascular Institute from a tape provided by the PIOPED Data and Coordinating Center. The patients with acute PE were 58 f 17 years of age (mean f standard deviation); 204 were men (53%). Patients in whom PE was excluded were 55 f 18 years of age; 355 (42%) were men. Among the 383 patients with acute PE the most frequent symptoms were dyspnea in 299 (78%),pleuriticpain in 225 (59%) and cough in 166 (43%). The most frequent signs of PE were tachypnea (respiratory rate 120 beatslmin) in 278 (73%), rales in 210 (55%) and tachycardia (heart rate >lOO beatslmin) in 115 (30%). The frequency of symptoms and signs in 843 patients with no PE was not significantly different. The most frequent radiographic abnormality was atelectasis or a pulmonary parenchyma1 abnormality, either or both of which were observed in 263 patients (69%) with and 483 (58%) without PE (p <O.OOl). A pleural effusion was present in 180 (47%) with and in 327 (39%) without PE (p X0.01 ). A pleural-based opacity was present in 132 (34%) with and 223 (26%) without PE (p <O.Ol). An elevated diaphragm was present in 106 (28%) with and in 175 (21%) without PE (p X0.01). The Pa02 while breathing room air was <80 mm Hg in 226 of 280 (81%) with and 458 of 624 (73%) without PE (p <0.05).
Combinations of signs, symptoms, radiographic features and Pa02 most frequently present in patients with PE are listed in Table I . These combinations of clinical characteristics occurred with nearly the same frequency (within 1%) among patients in whom PE was excluded.
Combinations of signs and symptoms associated with PE in patients with no prior cardiopulmonary disease ine, azathioprine and prednisone in doses adjusted to the overall clinical condition. In addition, during 1989, "induction" or prophylactic immunosuppressive therapy with OKT3 was initiated within 48 hours of cardiac transplantation. OKT3 was administered by an intravenous infusion of 5 mg/day for 14 consecu tive days.
We defined lymphoproliferative disorder as a histologically documented disorder characterized by uncontrolled monoclonal or polyclonal proliferation of B lymphocytes within, or separate from, lymph nodes. Clinical data were obtained from individual medical records. Table I outlines the salient features in our patients with lymphoproliferative disorder. All patients received OKT3, 3 as part of a prophylactic "induction" protocol and 2 as rescue therapy for acute early cardiac rejection unresponsive to high-dose intravenous corticosteroid therapy. The initial clinical presentation included fever, lymphadenopathy and abnormal liver function tests. In 3 patients the clinical course was one of rapid irreversible multisystem failure and at autopsy all 3patients with active lymphoprolifera-
